Endoscopic laser Doppler flowmetry was used
Recent studies of resection specimens from patients with Crohn's disease have shown inflammatory microvascular occlusion, apparently secondary to mesenteric vasculitis.' The same authors have localised most granulomas in Crohn's disease to the wall of intestinal blood vessels. 2 The identification of focal microvascular injury within and adjacent to grossly normal mucosa led to their proposal that vascular compromise is central to the pathogenesis of Crohn's disease. It remains possible, however, that these abnormalities are simply a consequence of small vessels becoming involved in the chronic inflammatory process.
Several colonoscopic studies have drawn attention to the development of subclinical lesions within the neoterminal ileum after ileocolonic resection for Crohn's disease. [3] [4] [5] [6] [7] Aphthoid ulcers and neoterminal ileitis develop in the early postoperative months in about 70% of patients. Although it was initially considered that these endoscopic signs were features of disease recrudescence,4 careful perioperative and postoperative surveillance studies have established that the lesions represent true disease recurrence.6 7 If microvascular occlusion plays a primary role in the pathogenesis of the disease, reduced blood flow would be expected in association with these subclinical manifestations of recurrence. This would be in contrast to Figure 1 . Median and minimum neoterminal ileal blood flow values in patients with inactive Crohn's disease were lower than in non-Crohn's disease controls but the differences were not statistically significant (p>005). In patients with clinically active Crohn's disease, blood flow was lower than in both of the other groups, although only the difference in median values relative to the control group was significant (p= 0.02).
There was an inverse correlation between the endoscopic grade of recurrence in patients with inactive Crohn's disease and both median and minimum blood flow values (r= -0-52, p=0 04, and r=-0-63, p=0 01 respectively: Fig 2) . In the subgroup of patients with grade 2 recurrence or higher, the contrast with controls approached statistical significance (p=005 and p=007 for median and minimum values respectively). Blood flow was not significantly correlated with age or length of time since surgery in any of the groups. direct evidence that the measurements reflected ore recent histopathological and micro-blood flow throughout the full thickness of the ilar studies suggest that vascular involve-bowel wall in both species. Those studies utilised t may occur at an earlier stage and play a a probe with 700 [t diameter optical fibres, important role in the disease process than however, whereas the probe in the present study previously been supposed. Wakefield et al had narrower, more closely spaced fibres, and shown a multifocal occlusive vasculitis in this would be expected to reduce the effective measurement depth. 16 Johansson et al found that interposition of unperfused tissue of 2-4 mm thickness between the bowel and a probe with similar geometry to our own completely abolished the blood flow signal. '6 This suggests that the depth of measurement in our study did not exceed 2-4 mm, and that the measurements thus primarily represent mucosal perfusion, with a possible submucosal contribution attenuated by depth. Thickening of all layers of the bowel wall is a feature ofCrohn's disease, a factor perhaps further weighting the recordings towards mucosal as opposed to submucosal and muscularis blood flow. Since the mucosa is normally the most richly perfused tissue layer, this factor is unlikely to have artificially promoted either the observed reduction in flow in patients with active disease, or the negative correlation between flow and disease severity in asymptomatic patients. However, it could have hidden a greater reduction in flow in the deeper layers of the bowel wall, which may be the main site of vascular compromise. '2 12 This study suggests 
